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CASE REPORT
Aortic Dissection Presenting as Acute Lower
Extremity Ischemia: Report of a Case
Wen-Pin Liu,a Wei-Kung Chen, Kim-Choy Ng
Department of Emergency Medicine, China Medical College Hospital, Taichung, Taiwan
Although not common, acute leg ischemia is an important element in the clinical presentation ofa
patient with aorticdissection. This reportdescribes a case ofaorticdissection in which the mainfeature
at presentation was acute right leg ischemia. The angiography showed right common iliac artery
and external iliac artery occlusion. Diagnosis was made by clinical evaluation and angiography.
Embolectomy was then attempted immediately butfailed. Aortic dissection was highly suspectedand
confirmed by emergency computed tomography. Fortunately, the patient had good recovery'. Aortic
dissection ispotentially lethal ifmisdiagnosed or ifrecognition is delayed. As such, aortic dissection
should be considered in the differential diagnosis.
INTRODUCTION
Aortic dissection is the most common
and most lethal catastrophe involving the
human aorta. Lower extremity ischemia as
one of the presenting manifestations of
aortic dissection is seen in up to 26 percent
ofpatients [1], but isolated ischemia ofthe
lower extremity due to aortic dissection is
rare and is described in only a few reports
[2-5]. We present one case ofaortic dissec-
tion with the main feature of acute leg
ischemia.
CASE REPORT
A 42-year-old male with a history of
hypertension without regular treatment
presented with acute onset of numbness,
pain, and weakness in the right leg. His
physical examination at the emergency
room revealed an ill-looking appearance
with clear consciousness. The vital signs
showed blood pressure 148/76 mmHg,
pulse rate 92/min over the right arm, respi-
ratory rate 18/min, and temperature 36°C.
No jugular venous engorgement was
observed. Auscultation of the chest was
clear without heart murmur. The abdomen
was soft, flat, with normoactive bowel
sounds and no palpable mass lesion. The
right lower extremity was white, cold,
pulseless, with numbness, pain and weak-
ness. The other extremities were within nor-
mal limits. The electrocardiogram showed
normal sinus rhythm with no acute change.
An X-ray film of the chest showed only
mild cardiomegaly without obvious widen-
ing of the mediastinum. We requested an
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Figure 1. Radiological lucent lesions in the right common iliac artery, right internal
iliac artery, right external iliac artery and the left common iliac artery. Left common
iliac artery (LC). Right common iliac artery (RC). Right internal iliac artery (RI). Right external
iliac artery (RE). Radiological lucent lesions (arrow).
angiography. This was interpreted as show-
ing thrombus within the right common iliac
artery and external iliac artery. The signif-
icance ofa lucent lesion in the left common
iliac artery was not appreciated (Figure 1).
The diagnosis was made and embolectomy
was attempted immediately. During embo-
lectomy, the Fogarty catheter could not be
advanced more than 15 cm proximal to the
incision over the right superficial femoral
artery. No clot was retrieved and the pro-
cedure was abandoned. Dissection ofaorta
was highly suspected and emergency chest
and abdominal computed tomography
(CT)b were performed. The CT showed
aortic dissection from distal arch extension
to the abdominal aorta (Figure 2). The
diagnosis of aortic dissection associated
with right common iliac artery and exter-
nal iliac artery occlusion was confirmed.
Dissection of aorta was treated by control-
ling blood pressure and the patient had
good recovery.
DISCUSSION
Acute limb ischemia is a true emer-
gency requiring immediate therapy to sal-
vage the limb. This case presented clinically
with right lower extremity ischemia, but no
chest,back,orabdominal discomfort. Clinical
symptoms and angiography indicated lower
extremity ischemia. Emergency embolec-
tomy was then performed. During the pro-
cedure aortic dissection was suspected and
documented by chest and abdominal CT.
This incidence occurred about 5 to 15 percent
ofpatients withisolatedischemiaofthelower
extremities due to aortic dissection [5, 6].
Review of the angiography showed
that radiological lucent lesions were seen
in the right common iliac artery, rightLiu et al.:Aortic dissection and lowerextremity ischemia 213
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Figure 2. Double lumen appearance of the abdominal aorta and a linear lucent lesion
(arrow). Abdominal aorta (A). Liver (L).
external iliac artery, right internal iliac
artery and the leftcommon iliac artery. Right
common iliac artery, right external iliac
artery, right internal iliac artery and the left
common iliac artery occlusion were sus-
pected. Occlusion ofbranches of the main
vessels may be a clue of aortic dissection.
When the findings in the iliac vessels
explain the clinical situation, the rest ofthe
films may not be examined carefully, as
was the case for our patient. Unless aortic
dissection is considered in the differential
diagnosis the subtle radiological clue pre-
sented in the angiography may be missed.
Aortic dissection is a catastrophic ill-
ness with protean manifestation. The prog-
nosis of untreated aortic dissection is dis-
mal, with 25 percent mortality within 24
hours, 50 percent within 1 week, 75 percent
within 1 month, and 90 percent within 1
year [7]. There are various tools to help
physicians diagnose thisdisease.Aortography
remains the most definitive tool for con-
firming the diagnosis of aortic dissection
[8]. Transthoracic echocardiography (TTE)
is limited in its ability to examine the
descending thoracic aorta.The sensitivity and
specificity of T.TE for diagnosis of aortic
dissection ranges from 77 to 80 percent,
and 93 to 96 percent, respectively [9, 10].
Erbel et al. [11] evaluated the usefulness of
transesophageal echocardiography (TEE)
in assessment ofaortic dissection. The sen-
sitivity and specificity ofTEE were 99 per-
cent and 98 percent, respectively. CT may
also be utilized in the diagnosis of aortic
dissection [12]. The full extent of the dis-
section is likely to be underestimated since
even by scanning at multiple levels it is
unlikely thatextension into the iliac vessels
will be demonstrated. If there are any sus-
picions of aortic dissection, these methods
should be considered and may be useful.
In conclusion, aortic dissection pre-
sented by lower extremity ischemia is not
common but maybe cured with prompt214 Liu et al.:Aortic dissection and lower extremity ischemia
recognition and treatment. Given the high
morbidity and mortality after delayed
recognition or misdiagnosis, aortic dissec-
tion should be considered in the differen-
tial diagnosis of a patient presenting with
nontraumatic acute ischemia of a lower
extremity, even when there is no history of
chest pain.
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